. To reduce underage drinking, prevention coalitions often facilitate communitywide behavior changes to address the problem. For instance, a prevention coalition may include community partners from diverse sectors such as law enforcement, schools, businesses, and media to coordinate strategies to improve the enforcement of underage drinking policies.
Building Coalition Capacity
In recent years, federal, state, and local agencies have sought to understand how to enhance coalition capacity and effectiveness in bringing about change and improvements in underage drinking (Chervin et al., 2005; Keene Woods, Watson-Thompson, Schober, Markt, & Fawcett, 2014; Orwin, Stein-Seroussi, Edwards, Landy, & Flewelling, 2014;  Watson-Thompson, Keene Woods, Schober, & Schultz, 2013; Williams et al., 2012) . Capacity building is the process of enhancing a coalition's collective skills, capabilities, and resources to facilitate changes related to a prioritized problem or goal over time and across contexts (Watson-Thompson et al., 2013) . Coalition capacity is one indicator of how well coalitions are equipped to facilitate environmental changes related to improving targeted behaviors.
Building coalition capacity results in community changes, or new programs, policies, and practices that systematically modify the environment in which underage drinking occurs (Watson-Thompson et al., 2013; Zakocs & Edwards, 2006) .
Previous research has cited several dimensions that strengthen coalition capacity, including skills and resources available to the coalition, participation and leadership, and social and organizational networks (Liberato, Brimblecombe, Ritchie, Ferguson, & Coveney, 2011) . Some of the most common conditions that enable capacity building include strong leadership, clear governing procedures, active participation, diverse membership, and multisectoral engagement (Zakocs & Edwards, 2006) . These dimensions, often delivered through training and technical assistance, have been shown to enhance both coalition functioning and implementation of evidence-based strategies (Brown, Feinberg, & Greenberg, 2010; Riggs, Nakawatase, & Pentz, 2008; Wandersman et al., 2008 ).
Community Readiness Model
Community readiness is an important component of building coalition capacity. Community readiness is defined as the level at which individuals and groups are willing to accept and support the implementation of new programs or activities in the community (Donnermeyer, Plested, Edwards, Oetting, & Littlethunder, 1997) . Coalition capacity and functioning are indicators of readiness to address a problem through the implementation of community-based interventions (Zakocs & Edwards, 2006) .
Since the 1990s, core researchers at the Tri-Ethnic Center for Prevention Research have promoted the Community
Readiness Model (CRM), which was developed to foster community implementation of alcohol prevention interventions. The CRM, influenced by the transtheoretical model for behavior change, is a framework used for developing and supporting community-based initiatives. The model has demonstrated improved readiness for change across multiple contexts (Kesten, Griffiths, & Cameron, 2014; Oetting, Jumper-Thurman, Plested, & Edwards, 2001; Ogilvie et al., 2008; Plested, Smitham, Jumper-Thurman, Oetting, & Edwards, 1999) . However, studies have also shown that communities may experience constraints in improving readiness to support change (Sliwa et al., 2011; Son, Shinew, & Harvey, 2011) . For example, communities may not be sufficiently empowered to improve their readiness, even when knowledge of the problem and available resources are present. Thus, similar to building coalition capacity, factors that influence community readiness may differ across communities.
In recent studies, the CRM has supported communities in identifying strategies to effect widespread behavior change. For example, a Nebraska community used the CRM to guide its work in developing a youth advocacy program to address childhood obesity within an underserved Latino community (Frerichs et al., 2012 (Frerichs et al., , 2015 . Other studies in Seattle (Buckner-Brown, Sharify, Blake, Phillips, & Whitten, 2014) and Wisconsin (Paltzer, Black, & Moberg, 2013) used the model to improve the built and social environment and to reduce alcohol consumption. By capitalizing on multisectoral partnerships and implementation of evidence-based strategies, the communities used the CRM to effect substantial environmental changes, such as improved air quality, pedestrian-friendly streets, and walking groups. Overall, the literature suggests that community readiness may be beneficial in not only enhancing coalition capacity but also engaging multiple community sectors to support efforts that facilitate positive behavior change.
Despite the considerable interest in enhancing coalition capacity, the extant literature is limited in examining the relationship between community readiness and environmental changes. There has been limited research conducted to enhance understanding of the relationship between community readiness and the facilitation of community change activities to support improved outcomes such as with respect to underage drinking. To address gaps in the literature, the present study examines associations between coalition capacity, community readiness, and the implementation of community change interventions (i.e., new programs and environmental strategies) aimed to reduce and prevent underage drinking. The research questions addressed in the study are as follows: (1) To what extent did training and technical assistance improve community readiness for change? (2) Did training and technical assistance result in increased rates of community-level changes facilitated by the coalitions? (3) Was there an association between increased collaborative partnerships and levels of community changes facilitated by coalitions?
METHOD

Background and Participating Communities
The present study was part of a broader initiative funded through the Kansas Strategic Prevention Framework State
Incentive Grant (SPF-SIG), which was awarded to the Kansas Social and Rehabilitation Services by the Substance Abuse and Mental Health Services Administration. The study was part of a larger research project approved and overseen by a university Institutional Review Board. The Strategic Prevention Framework (SPF) comprises five phases (i.e., assessment, building capacity, planning, strategy implementation, and evaluation) that enable prevention-oriented coalitions to facilitate community change. The present study focuses on the first two phases (i.e., assessment and building capacity) of the SPF model, which guides evidence-based strategy implementation.
Because the Kansas SPF-SIG funded county-level coalitions, for the purposes of this study, geographical counties were the unit of analysis. The communities were geographically distributed across Kansas and comprised both urban and rural communities. The coalitions, established between 2002 and 2007, implemented community-based prevention interventions to reduce underage drinking (Table 1) . Coalition representatives who served as survey respondents were from multiple sectors, including business, local government, families, media, law enforcement, and schools.
Conceptual Model for Capacity Building and Community Readiness
Figure 1 presents a conceptual model used in the present study for understanding capacity building in the context of enhancing community readiness for change. The components of the dynamic and iterative model support coalitions' efforts to bring about change and includes (a) assessing community readiness and capacity for change, (b) implementing appropriate training and technical assistance (TTA), (c) building coalition capacity, (d) increasing community readiness, and (e) facilitating community change to support improvements in prioritized outcomes, such as underage drinking.
As shown in the model, it is important to support an assessment of coalition capacity and community readiness.
The initial level of community readiness helps to inform the coalition and TTA providers of the type and level of capacity to be fostered in the community. Then, based on the assessment, training and technical assistance (TTA) is provided to enable coalitions to increase their capacity to engage multiple community sectors and coordinate activities related to the identified issue. Based on the CRM, enhanced coalition capacity should improve the community's readiness, which then creates conditions for coalitions to facilitate community changes that address the prioritized problem or goal. As part of the SPF implementation, participating coalitions completed a comprehensive assessment identifying the severity of adolescent alcohol use in their communities, factors that influenced alcohol use, and community assets that can be used to address the problem behavior. Additionally, between four and six key informants from each community participated in 30-60-minute interviews to assess the community's readiness for change. Interviews were conducted in January 2008 during the baseline condition, and again in April 2012 toward the end of the intervention.
Key informants included individuals within the community who were knowledgeable about the community in relation to underage drinking, such as parents, teachers, and clergy members. Not all key informants were members of the coalition. Rather, they represented members of the community who were in positions to influence the support and implementation of the SPF strategy (i.e., teachers, school administrators, business owners). Whereas coalition collaboration and capacity focuses on the extent to which risks, rewards, and resources are shared throughout the community (and among coalition members), community readiness examines the extent to which a community recognizes the problem and is (or will be) receptive to the proposed/planned changes.
Training, technical assistance, and capacity building
The coalitions engaged in TTA provided by the state prevention team, which comprised the Kansas SPF-SIG director, two technical assistance trainers, and the evaluators. In total, the coalitions participated in 1,925 hours of direct training and technical support across 300 TTA sessions from January 2009 to June 2012. On a monthly basis, representatives from each coalition participated in at least one hour of individualized technical assistance calls with the Kansas SPF state prevention team to guide action plan development and strategy implementation.
The coalitions developed action plans to specifically enhance coalition and community capacity based on the results of the Tri-Ethnic Community Readiness Coalition Survey and the Collaboration and Capacity Survey. Additionally, the community coalitions developed action plans to support the implementation of evidence-based strategies addressing underage drinking. The coalitions worked with the TTA providers to build capacity to support high quality implementation of their prevention strategies within their respective communities. TTA guided coalitions through the selection of appropriate strategies, the development of strategic plans, and the recruitment of key community partners to support implementation of prevention activities.
The coalitions were trained to document community change activities related to implementation of the action plans, as well as critically reviewing evaluation data. The communities also participated in four annual evaluation technical assistance conference calls facilitated by the evaluation team. These teleconferences provided a space for coalitions to collaboratively discuss successes and challenges related to strategy implementation and to examine their interventions' contributions to underage drinking outcomes.
The coalitions also engaged in cross-site evaluation and additional learning opportunities to enhance their readiness and build capacity to address underage drinking. Coalition representatives were encouraged to collab- 
Implementing evidence-based strategies and facilitating community changes
After receiving TTA, coalitions then engage in activities to enhance community readiness to support implementation of evidence-based strategies targeting influencing factors related to underage drinking. While implementing strategies, coalition representatives leveraged partnerships with multiple and diverse community sectors to facilitate community changes. Based on the SPF model, coalitions were responsible for engaging 12 sectors of the community in coalition efforts to support strategy implementation.
The 12 sectors that minimally supported coalition efforts included youth (individuals younger than 18 years of age), parents, businesses, media, schools, youth-serving organizations, law enforcement agencies, religious organizations, civic organizations, healthcare, government agencies, and other groups that may contribute to reducing and preventing underage drinking locally. Throughout the study period, coalition representatives documented their activities in an online documentation system. The documented activities included detailed information on discrete coalition activities or community changes, which persons or sectors facilitated the activity or change, and what resulted from the effort.
Dependent Variable and Measurement
Levels of community readiness were measured using the Tri-Ethnic Survey of Community Readiness, which has been previously used to measure community readiness for change (Donnermeyer et al., 1997; Plested et al., 1999; Scherer, Ferreira-Pinto, Ramos, & Homedes, 2001 ). The survey identifies six dimensions of community change: (a) efforts, (b) community knowledge of efforts, (c) leadership, (d) community climate, (e), community knowledge of the issue, and (f) resources. Each dimension was rated on a 9-stage scale ranging from 1 (no awareness) to 9 (community ownership) (see Table 2 for a description of community readiness stages).
Thirty-seven key informants completed the Tri-Ethnic Survey in person or via phone, with an average of five informants per community. The Tri-Ethnic Survey comprised 36 questions (Cronbach's = .81) administered in an interview format, with interviews lasting between 30 minutes and 60 minutes each.
Independent Variables and Measurement
There were two measures used to examine implementation of the training and technical support capacity-building intervention including the documentation of coalition-facilitated community changes and the Collaboration and Capacity Survey. Community change was defined as new or modified programs, policies, or practices facilitated by the coalition. An example of a community change is a first-time partnership between a coalition and the Alcohol Beverage
Control to host training sessions for retailers regarding the proper procedure for checking identification. To be scored as a community change, the documented activity or event was required to (a) address underage drinking reduction as an outcome; (b) describe an instance of a new or modified program, policy, or practice; and, (c) be facilitated by coalition members or partners acting on behalf of the coalition.
Coalition collaboration and capacity was measured using the Kansas SPF-SIG Coalition Collaboration and Capacity Survey. The assessment was a 23-item online survey designed to measure how various sectors in the communities worked together to address underage drinking. As part of the survey, informants identified the types of capacity building activities supported during the baseline and TTA intervention. In addition, they reported the number of community sectors the coalition engaged with prior to and during the study period. Although there were four or five enforcement strategies implemented, they all focused on reducing youth access/availability to alcohol. Youth, as well as representatives from the other key 12 prioritized sectors, were directly involved in some strategies (e.g., retail compliance checks/controlled buys). In addition, youth were directly invited to participate in the Coalition Collaboration and Capacity Survey.
Approximately, 76 community representatives participated in the Collaboration and Capacity Survey in the baseline condition, representing diverse community sectors such as youth, parents, schools, law enforcement, and local policy makers. On average, 11 representatives responded per coalition. In the TTA intervention phase, there were 111 participating representatives, with on average 16 representatives per coalition completing the survey. To ensure a diverse representation in responses, at least one representative from the 12 key community sectors participated in the survey.
Five survey items were related to demographics; 11 assessed collaboration efforts (e.g., use of organizational and community networks, coordinating activities with other organizations, and sharing information with community sectors);
and seven items related to types of capacity building activities (e.g., community mobilization, increasing community awareness of underage drinking, and increasing facilitation skills). The survey was administered electronically in June 2008 and April 2012.
Data Analysis
Interobserver agreement
After completing the key informant interviews for the Tri-Ethnic Community Readiness Survey, two scorers from the respective community coalitions independently reviewed and categorized each of the interview responses by community readiness dimension. The scorers rated each dimension on a scale from 1 (no awareness) to 9 (community ownership). After completing independent scoring, the scorers obtained consensus on scores for each key informant interview. After reaching consensus, independent scores were combined into an aggregate score for each dimension, and an overall community readiness score was then calculated using the average of the six dimension scores.
Two coders from the Kansas SPF-SIG evaluation team independently scored documented community changes using an agreed-upon codebook. Interobserver agreement (IOA) for community changes was conducted on 50% of the documented community changes by dividing the number of agreements by the sum of agreements plus disagreements. The quotient was multiplied by 100%. Acceptable IOA was determined to be at least 80%, and the achieved IOA was 92.3%.
Statistical analysis
Community readiness scores were analyzed as a continuous variable and descriptive statistics were used to measure differences in community readiness between 2008 and 2012. To classify the overall and dimension-specific community readiness scores into stages, each mean score was rounded down. For example, a community that obtained a continuous readiness score of 3.7 was categorized in Stage 3 (Vague Awareness).
Paired samples t-tests were used to examine where there were significant differences in community readiness scores between study conditions. Paired-samples t-tests were also used to analyze differences in coalition activities. Two-tailed Pearson correlations were conducted to determine whether associations existed between community changes, collaborative sector partnerships, and improvements in community readiness. Because the distribution of community changes showed a substantial positive skew, a logarithmic transformation was used for the number of community changes to normalize the distribution; a square root transformation was used to normalize the distribution for the increase in collaborative sector partnerships from an initial moderately positive skew. Alpha levels of .05 were used for all statistical tests. Table 3 shows the reported community readiness scores between baseline and the TTA intervention. Both the mean community readiness score for each dimension and the overall score are reported across conditions, as well as the With respect to changes in community readiness dimensions, the greatest improvement was in community efforts to address underage drinking (Table 3 ). The smallest improvement was in community climate, defined as the prevailing attitude of the community toward underage drinking. Readiness for change in community climate increased from a mean baseline rating of Vague Awareness (range = Vague Awareness-Preplanning) to a mean intervention rating of Preplanning (range = Vague Awareness-Preparation). Conversely, the communities reported the most substantial increase in community efforts to bring about change, increasing from a mean baseline stage of Vague Awareness (range = Denial/Resistance-Preparation) to Initiation (range = Preplanning-Stabilization).
RESULTS
TTA and Community Readiness for Change
Number and Type of Community Changes Facilitated by Coalitions
During the study period, the communities implemented 18 evidence-based strategies related to enforcement of underage drinking laws. As the priority population, youth were directly involved in supporting the implementation of some strategies (e.g., retail compliance checks/controlled buys). The communities facilitated an aggregated total of 351 distinct community changes (mean = 50, standard deviation = 37.44).
Illustrative examples of community changes facilitated due to increased community readiness and collaboration are Figure 3 shows the types of capacity building activities and the percentage of communities that supported each activity. During both the baseline and TTA intervention, more than 80% of the communities reported raising community awareness and establishing relationships with community partners. Conversely, fewer than 50% of the communities engaged in conflict management, facilitation, or stakeholder analysis in both study conditions. The most substantial improvement in coalition capacity-building activities was in collaborating with private community sectors.
Collaborative Partnerships and Facilitated Community Changes
During the intervention, partner coalitions collaborated with 15 community agencies and sectors to address underage drinking, which represented an 88% increase in community engagement from baseline. The most frequently cited collaboration in both study conditions was with the media sector, followed by healthcare professionals, law enforcement, schools, and other prevention groups. A strong and significant positive correlation was observed between the number of community changes and the increase in collaborative partnerships over time, r(5) = .80, p = .031. In sum, the findings suggest that partnering with multiple community sectors to build coalition capacity is correlated with enhanced community readiness to address issues related to underage drinking, as evidenced by the implementation of community changes.
DISCUSSION
The present study examined whether coalition capacity building was associated with increased community readiness and facilitation of community changes in the context of underage drinking. The findings provide support for the conceptual model grounding the present study. In particular, there was a strong correlation between increased collaborative partnerships and improved community readiness. Of the six community readiness dimensions (i.e., efforts, community knowledge of the efforts, leadership, community climate, community knowledge of the issue, and resources), the communities showed greatest improvements in community efforts related to planning and implementing community changes, which was also the main focus of the training and technical supports. Overall, a majority of the coalitions reported both increased knowledge and implementation of evidence-based prevention strategies related to improving underage drinking outcomes. These findings, when considered in totality, provide some support to the conceptual model, which suggests that building capacity through multisectoral collaboration and training and technical support is related to improved community readiness over time.
The correlation between improvement in community readiness and the number of coalition-facilitated community changes provide empirical support to the conceptual grounding of the present study. Previous research has described the importance of multisectoral collaborations to support evidence-based strategy implementation and facilitating community changes to improve prioritized community outcomes (Anderson-Carpenter et al., 2014; Lawthom, 2011; Zakocs & Edwards, 2006) . It should be noted, however, that Community 7 was an outlier, in that it showed the greatest relative improvement in readiness for change in the dimensions of community efforts and leadership, which relates to the type of readiness and capacity that needed to be enhanced. For instance, during the study period, Community 7 enhanced its organizational capacity to support community efforts by receiving designation a 501(c)(3) organization by the Internal Revenue Service, which allowed the coalition to receive charitable contributions from individuals, business, corporations, and foundations. Increasing readiness through enhanced organizational capacity and functioning is critical to enhance the ability to support community efforts.
Additionally, establishing and maintaining leadership across sectors of the community is key in creating buy-in from community stakeholders and facilitating community-level changes. Consistent with the literature, the present study found that establishing partnerships with multiple community sectors was correlated with community readiness, increased knowledge of the targeted problem, and participation in community efforts to address prioritized goals.
The training and technical assistance component supported enhanced coalition capacity, which is consistent with previous studies (Nargiso et al., 2013; Riggs et al., 2008; Schultz, Pandya, Sims, Jones, & Fischer, 2013; Watson-Thompson et al., 2013) . The association between overall community readiness and facilitated community changes suggests that the coalition and community partners increased their capacity to support program, policy, and practice changes. The findings from this study are consistent with previous research on improving community readiness for change (Ogilvie et al., 2008) .
The empirical literature has previously demonstrated an adjusted 0-to 2-stage categorical improvement in community readiness for change (Ogilvie et al., 2008) ; however, coalitions in the present study reported a 1-to 3-stage categorical improvement. Compared to previous research in community readiness, coalitions in the present study achieved higher levels of change in readiness scores, which may have been attributable to the comprehensive prevention support system at the state level. The comprehensive support system may have provided the infrastructure and technical supports necessary to facilitate coalition expansion to diverse sectors and capacity building to improve community readiness for change.
Additionally, the prevention system infrastructure may have provided resources and contingencies such as funding allocations based on the completion of capacity-building activities. Such funding allocations could then support coalitions' continued efforts in engaging multiple sectors and communities of practice to build capacity, which was likely necessary to improve community readiness for change in a timely manner. In sum, intensive TTA supported coalitions' development and relationships with key partners, which in turn improved communities' readiness for change to address and support implementation of prevention interventions to address underage drinking.
Limitations
The present study comes with several limitations to be considered when interpreting the findings. The lack of a comparison group reduces the degree to which improvement in community readiness can be attributed to the coalitions' capacity building efforts. Relatedly, the small sample size limits the extent to which the findings can be generalized to other communities. The Tri-Ethnic Community Readiness Survey and the Coalition Collaboration and Capacity Survey were not necessarily completed by the same individuals across each of the study conditions. In particular, there were substantially more participants who completed the assessments during the TTA intervention than in baseline. Although the state prevention team attempted to assure that the same individuals who completed the baseline survey also participated in the survey during the TTA intervention, this may not have happened because of changes in the engagement of coalition members and partners within each community during the study.
Similarly, the number of key informants recruited for survey assessments in the community may not have been fully representative of the members within each community. Similarly, the recommendation by the developers of the Tri-Ethnic Community Readiness Survey is to engage minimally six representatives in completing the key informant interview. However, some of the study communities did not meet this recommended level.
Another limitation is that while efforts were made to collect permanent products of facilitated community changes (e.g., meeting minutes, written policies, newspaper articles), it is possible that not all community changes were documented fully. Furthermore, because grantees had strong incentives (e.g., funding allocations) to engage in prescribed capacity-building activities, the outcomes of this study may not be generalizable to coalitions with fewer resources. Therefore, the findings may overestimate a coalitions' efforts to enhance capacity and facilitate community changes.
Implications for Future Research and Practice
Despite the limitations, the present study provides evidence that enhancing coalition capacity through multisectoral partnerships and TTA is linked to improvements in community readiness to bring about program, policy, and practice changes. Additionally, the findings suggest that mobilizing community sectors to engage in implementing interventions may enhance community capacity to facilitate program and environmental changes over time. Given the findings of the present study, future research should further examine what types of capacity building efforts best predict improvement in community readiness and facilitated community changes.
Relatedly, future research is needed to identify whether training/technical assistance and multisectoral engagement are sufficient to increase community readiness for change, or if it should be complemented by other types of capacity-building activities. Additional studies may also examine why, and under what conditions, some communities increase their readiness more, which may likely relate to the initial or starting level of readiness for the coalition. For instance, a coalition that may already have high levels of readiness during the preassessment may be better prepared to implement more community changes. However, the coalition may not necessarily experience a substantial improvement in readiness scores. The differential levels of community readiness suggest that communities with greater initial readiness for change may be better equipped to facilitate more community changes; likewise, communities with lower readiness levels may need more support structures to facilitate necessary changes. However, because community readiness is dynamic, future research should develop more sensitive methods to account for within-community fluctuations in community readiness.
Further, the differential improvement may be because of a regression toward the sample mean, or because communities with a lower readiness rating received a greater frequency of coalition TTA compared to communities with higher ratings. Although tailoring the amount of TTA delivered to coalitions based on identified need is appropriate from a practice perspective, it may reduce the ability to measure the true effect of TTA on community readiness and coalition capacity. Thus, future research should use stronger designs to control for these potential confounders.
Although not fully in the scope of the present study, future research should also investigate the degree to which postintervention community readiness affects the effect of facilitated organizational and related community changes.
Studies addressing the readiness-community change relationship may consider quantifying the magnitude of facilitated community changes by behavior change strategy, community change duration, population reach, and type of prevention strategy employed. Furthermore, research could employ follow-up assessments of community readiness and its association with facilitated changes. Overall, findings from these types of studies could help coalitions concentrate their resources on activities that are more likely to increase their readiness to support the implementation of changes in the community.
Conclusion
The current study examined whether coalition capacity building was associated with improved community readiness.
The strong correlations revealed in the study suggest that increasing community readiness through capacity building does result in the facilitation of new programs, policies, and practice changes. The present study's findings highlight the importance of understanding how improving coalition functioning is linked to programmatic and environmental
